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Encysted Abscess op the Tonsil. 
Garel (Annates des mat. de Foreille, etc., January, 1889) reports three cases. 
According to his researches, the abscesses occasionally subside spontaneously, 
hut are much more frequently recurrent, and remain encysted for several 
months, or even for years. He is of the opinion that the discharge of theoriginal 
abscess takes place by a circuitous route, and that the hypertrophied tissues 
through which it passes prevent complete effacement of the walls of the 
abscess; the opening cicatrizing prematurely, whether it had been spontaneous 
or artificial. 
Puncture with the incandescent caustic point, with counter-puncture if 
necessary, and topical irritant applications to the interior of the sac when 
large, appear to be the most effective treatment. 
Angeioma of the Larynx; severe Hemorrhage after Operation* 
Ferreri (Lo Sperimentale, December, 1888) reports a case of angeioma the 
size of a hazelnut, on the inferior portion of the left vocal band. It was 
crushed with forceps. Alarming hemorrhage took place at night, with diffi¬ 
culty controlled by applications of ferric chloride. Despite a tracheotmy> 
violent hemorrhage took place as the operation was finished, and although the 
parts were tamponed successfully, death ensued within forty-eight hours by 
infectious pneumonitis. 
Laryngeal Tuberculosis. 
Dr. A. Sokolowski reports (Wien. klin. Woch.) six instances of spon¬ 
taneous cicatrization without topical treatment, three instances of cicatri¬ 
zation under pencillings with lactic acid, and one under six weeks pencil- 
lings with silver nitrate. The cure had been maintained thus far one 
year in two, and four years in the third of the series treated with lactic acid; 
and three years in the case treated with silver nitrate. In a series of 50 cases 
treated without topical interference, improvement took place in 8, only 16 per 
cent. In a series of 50 cases submitted to topical treatment, improvement took 
place in 40, or 80 per cent. The improvement consisted in complete relief to 
hoarseness and dysphagia in 9 cases; decrease in infiltration and cicatrization 
of ulcerations in 81. 
Laryngeal Carcinoma, its Diagnosis and Treatment. 
In an elaborate essay (“ Der Kehlkopf krebs, seine Diagnose, und Behand- 
lung,” Deutsche med. Woch., Jan. 3, 10, 17, 24, 31, and Feb. 7,1889) illus¬ 
trated, with some exquisite reproductions from microscopic sections, Dr. B. 
Franeel, of Berlin, alludes first to the different forms in which carcinoma 
begins in the larynx. 
The most frequent form he has seen is that of a tumor on a vocal band; 
polypoid carcinoma. At first there is no other symptom than hoarseness. 
This is not due to any immobility of the vocal band, but rather to the me¬ 
chanical interference with the tonal qualities of the vocal membrane. It is 
got peculiar to carcinoma. The majority of laryngeal carcinomas occur in 
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men beyond forty years of age. Hence age and sex may be, to some extent, 
aids in the diagnosis, but are not positive indicators. This polypoid carci¬ 
noma of the vocal band presents in the commencement as a flat, broadly 
sessile elevation. It penetrates toward the interior of the tissues, instead of 
growing more into free space, as is the case with benign growths. The epi¬ 
thelium becomes destroyed, and the surface then appears either flat or rugose, 
and grayish or whitish. This form is usually the keratoid or horny carci¬ 
noma. In preparing excised fragments for microscopic examination, great 
care must be taken to make the sections perpendicular to the surface, so as 
to avoid mistakes in their interpretation. This important point is discussed 
in detail. In another class of cases the carcinoma of the vocal band is 
diffuse; and has the disposition to extend in superficies instead of forming a 
circumscribed tumor. At first it can hardly be distinguished from any other 
thickening of the mucous membrane. Small hemispherical nodules from 
the size of pin-heads to that of linseeds project from the diffuse tumefaction; 
sometimes one only, sometimes several. Some portions appear lardaceous; 
others hypersemic. Almost invariably one band only is affected. Growth is 
slow. It may take a month for the thickening to exceed a few millimetres. 
There is less tendency to extension in depth than on the surface, until, finally, 
the entire vocal band becomes involved. Even then the band maintains its 
general contour and its motility. In three cases in which excised fragments 
were examined, the inspection revealed simple carcinoma (Waldeyer). In 
keratoid carcinoma the cornification is the prominent feature; in simple car¬ 
cinoma, it is the papillary formation. The impaired motility of the band to 
which Semon has recently called attention, has been noted by Friinkel only 
when the growth occupied the posterior portion of the vocal band where the 
vocal process penetrates the soft parts. In such cases median position of the 
band soon took place. In one instance only has he seen this median position 
in a carcinoma commencing in the anterior portion. In this case the bilateral 
median position of the vocal bands was found post-mortem to be due to im¬ 
bedding of the two recurrent nerves in symmetrically enlarged glands, the 
size of small hazelnuts, which had not been perceptible during life. The 
diagnosis of this form is made either by watching its progress and its failure 
to respond to internal medication, which consumes considerable time; or by 
removing a fragment and submitting it to microscopic examination. Should 
this investigation be negative, similar fragments should be submitted to 
examination from time to time. 
Polypoid and diffuse carcinoma occur in the ventricular bands and ary- 
epiglottic folds, but the chalky-looking masses do not present. The tume¬ 
faction is red, sometimes redder than the healthy tissues surrounding. The 
polypoid form is more distinctly dendritic than on the vocal band. The ex¬ 
tension, though slow, is rather more rapid than where there is pavement 
epithelium. 
Carcinoma of the posterior wall of the larynx soon causes impaired motility 
of the vocal bands, and sometimes causes painful dysphagia at the com¬ 
mencement. Early examination of excised fragments is necessary because 
involvement of this region soonest renders unilateral excision an insufficient 
radical procedure. 
Carcinoma of the ventricle causes at first no other change than to force the 
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ventricular band and the aryepiglottic fold toward the free space of the 
larynx; and it remains for a long time covered and concealed by those struc¬ 
tures. It soon produces mechanical impairment in the outward excursion of 
the vocal bands. Finally, the ventricular band is forced so far forward in the 
interior of the larynx as not only to cover the vocal band but also a portion 
of the opposite half of the larynx. An instance of ventricular carcinoma is 
illustrated, the microscopic examination of which revealed a characteristic 
glandular carcinoma. It was seated in a rather thick layer of dense con¬ 
nective tissue and thus formed an adenoid fibrous carcinoma. Friinkel 
thinks that it is quite probable that ventricular carcinoma frequently begins 
in the numerous glands in this situation. Its diagnosis from inspection is 
very difficult; but prolonged observation eventually shows that the ventric¬ 
ular band and aryepiglottic fold are not swollen, but are pushed outward; 
and a point is noted as the apex of the deformity, from which the parts 
gradually slope into the normal tissue surrounding. Laryngoscopy offers no 
conclusion as to the nature of the tumor. Almost the only other tumor 
occurring in the ventricle is the gumma. The differential diagnosis of 
gumma is usually practicable by its absorption under antisyphilitic treatment. 
Carcinoma of the vocal band has a great disposition to extend along the 
contiguous squamous epithelium, and it reaches the opposite side either along 
the anterior commissure, or along the posterior wall. In this way the circular 
forms are produced, involving both vocal bands and, with the exception of 
the posterior walls, usually only limited portions of the larynx, and chiefly in 
the subglottic region. If it be polypoid carcinoma, the vocal bands look as 
though bestrewn with nodular outgrowths. The carcinoma extends far more 
deeply than is apparent on inspection. [The compiler might mention an 
instance in which a carcinomatous growth the size of a small bean as viewed 
laryngoscopically, turned out on extirpation to be but the intra-laryngeal 
portion of a growth the size of a large hazelnut, extending encapsulated into 
the pyriform sinus.] The glottis often becomes so occluded as to produce 
laryngeal stridor, so that tracheotomy becomes necessary in many instances 
to avert suffocation. Diffuse carcinoma does not produce stridor, even though 
both vocal bands are implicated their entire length. When the circular car¬ 
cinoma extends to the ventricular bands, these structures become covered 
with red nodules the size of small peas. The ventricular bands swell and 
cover the vocal bands so that mere stripes remain visible. 
Carcinomas extending to the ventricular bands, the aryepiglottic folds, and 
the epiglottis, usually become dendritic or cauliflower-like in their further 
development. This is the form most frequently described and depicted. 
Laryngeal carcinoma takes sudden stages of recrudescence after intermit¬ 
tent intervals of apparent quiescence; and gradually produces stridor, which 
may proceed to asphyxia. Glandular swelling is less frequent, and is later in 
occurrence than in carcinoma of the majority of other organs. It is some¬ 
times absent, even in cases that have been fatal. This fact is of great impor¬ 
tance in reference to prognosis and treatment. Minute glandular swellings 
of the neck are difficult to feel in the living subject. On the other hand, 
cases occur in which, at a certain period, the glandular swelling in the throat 
is the most prominent symptom complained of, and the only symptom of the 
disease in the absence of laryngoscopic inspection. An instance in point 
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is Doted in which a keratoid carcinoma of the vocal and ventricular band 
barely exceeded the bulk of a bean. Thus it is difficult to estimate the value 
of tumefaction of lymphatic glands in the diagnosis of laryngeal carcinoma. 
The carcinomatous tissues have a tendency to undergo disintegration at 
a certain stage. The process is ulcerous at first, and gangrenous later. This 
period is dependent upon special conditions. Sometimes extensive and deep- 
seated infiltration of the vocal and ventricular band takes place, even to the 
bulk of a considerable tumor, without a trace of ulceration. Iu other cases 
carcinomas apparently small and superficial undergo more or less ulcerative 
disintegration on the surface. Nevertheless, these carcinomas may have 
penetrated deeply into the tissues. Ulceration is an indication that such 
extension has already taken place. Despite the friction to which the parts 
are subjected in performance of function, ulcerous destruction is a late mani¬ 
festation, and does not take place until the carcinoma has existed for a year 
at least. With the appearance of ulceration the period of tumor growth 
closes—the most important period in a therapeutic point of view. The ulcer¬ 
ations are usually recognized very readily in the laryngoscopic image. They 
are surrounded by tumid masses sometimes smooth, sometimes with dense 
borders, sometimes covered with outgrowths similar to papillomas or granula¬ 
tion nodules. When the ulcerative process becomes more extensive, it may 
present an appearance similar to the ulceration in tuberculosis or in syphilis. 
Rapid disintegration gives rise to a peculiar fetor which sometimes proclaims 
the diagnosis before laryngoscopic.inspection has been made. When doubt 
exists as to the character of an ulceration, fragments of the tissues at the 
margins should be repeatedly excised for microscopic inspection, although in 
many instances there may be no characteristic evidences detected. Some¬ 
times the diagnosis can be made by microscopic inspection of the sputum. 
Cicatrization has been known to take place in a few instances, two cases 
being cited from the practice of von Bergmann and of Kronlein respec¬ 
tively. 
The duration of the ulcerative stage of carcinoma varies, but usually 
extends over a number of months. Then the third period begins. This is 
characterized by deep-seated disintegrations, especially necrosis of the carti¬ 
lages, gangrene of the superficies, and extensions into neighboring organs. 
The penetrating carcinoma attacks the connective tissue, the elastic mem¬ 
brane, the muscles, and the glands. As to penetration of the cartilage, while 
Friiukel has not yet investigated Schottelius’s observation that carcinoma pene¬ 
trates into medullary and vascular cartilage only, he can confirm the obser¬ 
vation that it readily attacks ossified cartilage, especially the thyroid and the 
plate of the cricoid, as well as the lower portions of the arytenoids. It grows 
uninterruptedly into reticulated cartilage, such as the vocal process, but 
usually surrounds hyaline cartilage. When carcinoma penetrates a cartilage, 
the portion attacked undergoes disintegration, and the intact portion becomes 
detached from its connections and crumbled. Then it is often coughed out. 
The healthy cartilage in the neighborhood of the extending carcinoma under¬ 
goes calcification. Additional necrosis of cartilage is produced by perichon¬ 
dritis. Purulent inflammation of the perichondrium is a frequent complication 
of laryngeal carcinoma, and the destructive process extends far more deeply 
than is indicated by the superficial evidence. Extensive implication is found 
in marked contrast to the comparatively small, crater-like ulcer on the 
surface. 
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Apart from evidences of carcinomatous infiltration in the vicinity, there is 
nothing characteristic in the laryngoscopic image of perichondritis at its 
commencement, yet it is usually recognizable by the coexistence of the tumor, 
sometimes ulcerated, which has produced it. Its course, too, shows that it is 
produced by a slowly progressive process. Frankel has found its recognition 
difficult in one class of cases only, in which carcinoma on the anterior 
pharyngeal wall produced perichondritis of the plate of the cricoid, or of the 
arytenoid, or of both together. The specific fetor usually indicates the carci¬ 
nomatous condition in doubtful cases, and careful examination will usually 
detect the carcinomatous infiltration in its vicinity, or the tumor, as may be; 
and, after a time, microscopic inspection of expectorated or excised particles 
and of secretions may confirm the diagnosis. Perichondritis, especially when 
complicated with oedematous tumefaction, may produce sudden asphyxia, even 
when there has been no precedent stenosis. Should symptoms of stenosis 
have been present, they will be rendered more or less acute by the purulent 
perichondritis. 
Special mention must be made of those cases in which carcinoma develops 
in the thyroid cartilage, and can be felt from the outside. This occurs in two 
ways. The thyroid cartilage may become much thicker, and feel like an 
almond shell, or like a crab shell (Isambert). The thyroid cartilage may 
become penetrated. Then, between the skin and cartilage, soft, tumid masses 
are felt, which move with the larynx in glutition. Superficial examination 
may lead to mistaking them for abscesses. If they are incised, the fact of 
tumor becomes evident. Finally, the carcinoma may penetrate the skin and 
produce laryngeal fistula. Death may occur by suffocation; or, and more fre¬ 
quently, by aspiratory or by glutatory pneumonitis, the glutatory pneumonitis 
being more frequent of the two; by exhaustion; and by complications, such 
as descent of pus, hemorrhage, suffocation by compression, or by filling up 
the air-passage below the end of the canula, etc. 
Treatment.—As carcinoma is a local malady, in the beginning it should be 
treated in situ, by removal, so long as it remains a local lesion. The earlier 
and the more thorough this removal, the less the chance of recurrence. Recent 
experience has much improved the prognosis of active therapeutic measures. 
The method of eradication will depend on the individualities of the case. 
Intra-laryngeal eradication is practicable in some instances. Frankel here 
refers to his own case, in which, between 1881 and 1884, he extirpated a carci¬ 
noma intra-laryngeally after four consecutive recurrences; the patient, a man 
seventy-seven years of age, having remained ever since in perfect health, and 
able to speak in a loud voice. He mentions five other instances in which he 
has attempted intra laryngeal eradication. One of them he has not heard of 
since. One man, sixty eight years of age, has remained free from recurrence 
for two years; one has remained well permanently; one has remained well up 
to date, six months; and in one the attempt failed, and the affected vocal band 
had to be removed from the exterior after preliminary laryngo-fissure. In this 
instance, microscopic examination of the extirpated vocal band showed that 
the greater portion of the tumor had been removed intra-laryngeally; but 
that some papillae had penetrated inward as far as the musculature. 
Endo-laryngeal efforts are justifiable only when laryngoscopic inspection 
indicates the probability that the tumor can be removed in toto. Successful 
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endo-laryngeal procedure is practicable in the early forms of small polypoid 
carcinomas which are thoroughly accessible, and more especially in cases of 
diffuse carcinoma. The proper instruments are the cutting forceps and the 
snare. The electro-cautery is hardly worthy of consideration, as it is not 
calculated to destroy tissues very deeply. Furthermore, Frankel believes that 
he has seen undestroyed carcinomatous masses excited to more rapid growth 
under the influence of the hyperoemia attending detachment of the eschar. 
In all instances in which endo-laryngeal methods fail, or are, from the nature 
of the case, impracticable, partial extirpation of the larynx must be practised 
pretty early. Frankel seems to recognize limited extirpation of Boft tissues 
alone, as partial extirpation of the larynx. Literally, this view is correct. 
Chirurgically, simple excision or eradication of the growth and surrounding 
tissue, without sacrifice of skeletal structure, cannot be regarded as partial 
extirpation of the larynx. 
Antiseptic precautions, the use of the tampon-canula, or operations on the 
hanging head, have so diminished the laryngo-fissure that it now becomes an 
operation that is not to be regarded as dangerous. Its dangers in carcinoma 
are due to lateness in operation; the prognosis being dependent upon the age 
of the carcinoma. The instances of death and of recurrences have taken 
place in cases of already ulcerated carcinoma, or tumors which have invaded 
the cartilages, or the vocal and ventricular bands, and have acquired consider¬ 
able extension in superficial surface. The definitely cured cases have been 
operated upon almost exclusively in a more or less early stage. It is better to 
submit the patient to laryngo-fissure for the removal of a tumor which cannot 
be eradicated endo-laryngeal ly, even though it should prove to be a gumma, 
a sarcoma, or a tuberculous tumor instead of a carcinoma, than to risk the 
patient’s life by waiting too long. The error which injures the patient is the 
one which prevents the early extirpation of the carcinoma. Uncertainty in 
diagnosis should never lead to too long a postponement of the operation. It 
is practicable to make the diagnosis during the operation. The larynx being 
divided, a small portion of the tumor can be excised, and a section be made 
with the double knife, and submitted to microscopic examination while further 
operative procedures are suspended for the few minutes necessary. 
In removing carcinoma, tlie incisions should be made into sound tissues, 
distant at least one centimetre, when practicable, from the macroscopic limits 
of the growth. Frankel has found cancer nests microscopically more than a 
centimetre distant from the apparent macroscopic limits of ulcerative carci¬ 
noma of a vocal band. The frequency of recurrence in cases of some standing, 
is due to this invisible extension. It is only in the early stages that a reason¬ 
able probability of limitation to the macroscopic growth can be entertained. 
Frankel urges that, whenever possible, the thyroid and cricoid cartilages, and 
the mucous membrane of the entrance of the larynx should be retained. The 
retention of the cartilages secures a passage for respiration; and the retention 
of the filaments of the superior laryngeal nerve in the mucous membrane of 
the laryngeal entrance guards against pneumonitis from glutition. Therefore, 
these parts should be retained if they have not been invaded by carcinoma. 
It suffices, too, to remove the vocal band only, when the carcinoma has not 
extended beyond. While everything must be removed that may be be dis- 
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eased, care should be taken to operate, so early that too much need not be 
removed. Frankel calls attention to the fold which is produced when one vocal 
band has been extirpated, and to the irregularities upon its surface, which 
may readily be mistaken for recurrence of carcinoma. 
While total extirpation is dangerous, and comparatively few patients are 
actually saved by it, there is every reason to believe that earlier opera¬ 
tion, and improvements in its surgical technics, will gradually render the 
procedure^ more and more successful. In this connection Frankel advises 
that the decision be left to the patient after all the contingencies have been 
faithfully communicated. [To this the compiler does not accede. He believes 
that the physician must accept the full responsibility of the profession he 
practises, and that he should advise the patient which is the proper course. 
Patients apply to physicians for advice as well as for treatment, and they have 
a right to exact the advice. The physician is in better mental condition to 
estimate the prospects of recovery than the unfortunate patient can be, even 
when himself a physician as familiar with the phases of the subject as his 
medical adviser should be. If the circumstances areBuch as to justify reason¬ 
able doubts as to a successful result, the voice of the physician should be 
raised against the laryngectomy. If the prospects are decidedly favorable, 
then the operation should be advised; if prospectively favorable, it should at 
least be countenanced. Should the patient decide to run the risk, despite 
advice to the contrary, then the physician has no further right to object; and 
his duty requires that he should take every precaution to reduce that risk to 
its smallest dimensions, with as much circumspection as though it were taken 
at his own solicitation against the predilection of his patient.] In those cases 
in which unilateral exsection is no longer successfully practicable, and iu 
which total extirpation cannot be performed, Frankel recognizes the indica¬ 
tion to remove as much of the carcinoma as is possible. For this purpose 
laryngo-fissure is to be made, and the parts to be exsected, scraped out, or 
burned away, as may best fulfil the indication. He believes it to be possible 
at times to fulfil this indication by way of the natural passages, if a tracheal 
canula has been introduced. 
When radical operation is impracticable, palliative treatment alone remains. 
Practically nothing is to be gained by internal remedies and topical medica¬ 
tion. 
Tracheotomy becomes necessary to avert death by asphyxia. It should be 
performed as soon as stridor becomes habitual on exercise and the like. This 
not only prevents death by suffocation from sudden increase in stenosis, but it 
prevents cardiac debility from long-continued impediment in due oxygenation 
of the blood. The fatality following tracheotomy may be attributed iu p&rt 
to the fact that it had been postponed too long. Frankel would have it per¬ 
formed when the evidences of stenosis first become permanent, not when 
they have been present for a few hours only. Low tracheotomy should be per¬ 
formed because laryngeal carcinoma has the tendency to extend downward. 
The remaining palliative treatment consists in careful supervision of the 
nourishment. The patient should be accustomed to take liquid and semi-solid 
food as soon as there is any stenosis of the gullet; and eventually to submit 
to the oesophageal catheter, and to artificial nourishment when it becomes 
necessary. Topical applications of menthol and of cocaine will obtund pain 
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in swallowing. Fetor may be controlled by deodorizing inhalations and 
insufflations. Narcotics play a great rile in rendering life endurable. The 
tenure of life is so short that extensive use of morphia can be made without 
hesitation, on the score of inducing morphinismus. 
The following conclusions close this timely, thoughtful, and instructive essay: 
“ Laryngeal carcinoma can almost exceptionally be safely recognized at its 
commencement by laryngoscopic inspection, and by microscopic examination 
of fragments removed for the purpose. The eradication of early forms by 
endo-laryngeal procedures, or by partial extirpation of the larynx, justifies 
the inference that the majority of cases are susceptible of permanent cure.” 
Laryngectomy ; Statistics. 
Dr. W. H. yon Krajewski, of Warsaw, makes (Deutsch. med. Wochen., 
January 24,1889) the severest detailed criticism of Mackenzie’s statistics that 
has yet been published. He shows that forty-four of Mackenzie’s cases 
must be reduced to twenty-two, on the score of reduplication, owing chiefly 
to their having been accredited from reports published in some instances at 
considerable intervals, and in others by being accredited to both operator 
and reporter. 
Voice after Laryngectomy. 
In our December issue we noted a communication by Da. Hans Schmid 
concerning a patient who had undergone laryngectomy, and who was able to 
speak aloud without the aid of an artificial phonal apparatus. This case has 
been carefully studied by Drs. Struebing and Landois {Deut. med. Woch., 
Dec. 27, 1888). The mechanism by which phonation is produced in this 
instance is explained as follows: A space has been left beneath the base of 
the tongue which can be dilated and compressed by muscular exertion. This 
space acts like the bag of a bellows in place of the lungs, and drives the air- 
current necessary for speech. The patient throws the base of his tongue 
forcibly against the posterior wall of the pharynx, leaving a narrow slit, the 
walls of which act as the phonal reeds. This adventitious glottis, so to speak, 
seems to be formed chiefly by the styloglossus and the muscles of the pharyn¬ 
geal wall; while the compression and extrusion of air are effected by the stylo- 
hyoids and the ceerato and chondro-pharyngei. 
Wound of the Larynx. 
Cazal {Bull. Mid., April 8, 1888; A/males des mal, de For., etc., Jan. 1889) 
reports a case of minute wouud from a fragment of glass beneath the vocal 
bands, and which produced death by reflex spasm. Unfortunately, a proposed 
tracheotomy had been given up on account of apparent permanent subsidence 
of the spasm. This but adds additional confirmation to the views long held 
by the compiler, that precautional tracheotomy is the only certain avenue of 
safety for a patient subject to spasm of the larynx, no matter what the cause, as 
long as that cause has not been removed. Better hundreds of scars from 
tracheotomy wounds among those who would escape without it, than a single 
life lost by neglect to perform the operation. 
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